Nasolabial cyst: A case report  by Comis Giongo, Caroline et al.
r e v p o r t e s t o m a t o l m e d d e n t c i r m a x i l o f a c . 2 0 1 4;5  5(1):55–59
C
N
C
M
F
a
A
R
A
A
K
C
N
N
P
C
S
C
1
hRevista Portuguesa de Estomatologia,
Medicina Dentária e Cirurgia Maxilofacial
w ww.elsev ier .p t /spemd
linical case
asolabial  cyst:  A  case  report
aroline Comis Giongo ∗, Guilherme de Marco Antonello, Ricardo Torres do Couto,
arcos Antonio Torriani
aculdade de Odontologia, Universidade Federal de Pelotas, Pelotas, RS, Brazil
 r  t  i  c  l  e  i  n  f  o
rticle history:
eceived 4 June 2013
ccepted 30 November 2013
vailable online 14 January 2014
eywords:
ysts
asolabial fold
onodontogenic cysts
a  b  s  t  r  a  c  t
The objective of this study is to describe a case of nasolabial cyst, treated successfully by
surgical enucleation, and provide a brief review of the current state of knowledge on this
lesion. A 47-year-old white woman presented with a painless, well-circumscribed left-sided
mass  near the ala nasi with marked facial deformity. Computed tomography showed a cys-
tic  lesion in the lateral nasal region. The lesion was excised through a sublabial incision
and histopathological examination conﬁrmed the diagnosis of nasolabial cyst. Nasolabial
cysts originate from nonodontogenic tissues, their growth is limited to soft tissue, and their
occurrence is considered infrequent. These cysts are usually asymptomatic and produce
characteristic signs, such as elevation of the ala nasi and effacement of the nasolabial sulcus
on  the affected side. Imaging tests and microscopic examination will conﬁrm the diagnosis.
The  treatment of choice is surgical excision.
©  2013 Sociedade Portuguesa de Estomatologia e Medicina Dentária. Published by
Elsevier España, S.L. All rights reserved.
Cisto  nasolabial:  relato  de  caso  clínico
alavras-chave:
istos
ulco nasogeniano
isto nãoodontogênicos
r  e  s  u  m  o
O objetivo deste estudo é apresentar um caso de cisto nasolabial tratado mediante
enucleac¸ão  cirúrgica e rever a literatura existente a respeito desta lesão. Paciente do sexo
feminino, leucoderma, 47 anos de idade, com queixa de tumefac¸ão indolor em região de
asa  do nariz do lado esquerdo. Foi submetida à TC, a qual demonstrou lesão de aspecto cís-
tico  em região nasal lateral. A lesão foi exposta e removida por meio de incisão Wassmund
e  submetida à análise histopatológica, que conﬁrmou o diagnóstico de cisto nasolabial. O
cisto  nasolabial tem origem em tecidos nãoodontogênicos, é restrito aos tecidos moles e sua
ocorrência é considerada infrequente. Em geral é assintomático e produz sinais caracterís-ticos como elevac¸ão da asa do nariz e desaparecimento do sulco nasolabial do lado afetado.Os  exames por imagem, c
diagnóstico. Seu tratamen
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Fig. 1 – Deformity of the nasolabial sulcus and elevation of
nasopalatine nerve blocks were performed, a ﬂap was raised
using Wassmund incision, the cyst capsule was dissected
with the aid of Metzenbaum scissors (5 mm Curved Slim Line56  r e v p o r t e s t o m a t o l m e d d e n
Introduction
Nasolabial cysts are uncommon lesions located near the alar
cartilage and extending into the inferior nasal meatus, supe-
rior alveolabial groove and ﬂoor of the nasal vestibule.1
Nasolabial cysts were ﬁrst described by Zuckerkandl.2 The
term nasolabial cyst itself was coined by Rao,3 and remains
the most common name for this lesion, which has also been
reported as nasoalveolar cyst, nasal vestibular cyst, mucoid
cyst of the nose, and Klestadt’s cyst, among a variety of other
names.
It is classiﬁed as a developmental, nonodontogenic,
extraosseous cyst, is usually located in the area of the
nasolabial sulcus, just below the ala nasi, accounts for approx-
imately 7% of maxillary cysts, and is unilateral in 90% of
cases.4–6
The pathogenesis of nasolabial cysts is still uncertain. They
were initially believed to originate from fusion of the globu-
lar, lateral nasal and maxillary processes, due to proliferation
of entrapped epithelium along the fusion line.4 Currently, the
most widely accepted theory is that it originates from the infe-
rior and anterior portion of the nasolacrimal duct.1,6–8 This
theory is supported by the fact that the nasolacrimal duct
is lined with pseudostratiﬁed columnar epithelium, which is
found in the cavities of nasolabial cysts.5
Nasolabial cysts predominantly affect women (75% of
cases) and arise most commonly in the fourth and ﬁfth
decades of life.4,5,8,9
Due to the peculiar presentation and location of these
lesions, their diagnosis is almost exclusively clinical.9 The
most common sign is enlargement causing facial asymme-
try due to displacement of the upper lip, with elevation of the
ala nasi and effacement of the nasolabial sulcus.5 Local pain,
nasal obstruction, and concomitant infection—which can lead
to abrupt enlargement of the lesion—may also be present.9
On periapical radiographs, nasolabial cysts may present
as a radiolucent area in the apical region of the maxillary
incisors.5,10 Standard occlusal views show posterior displace-
ment of the radiopaque line corresponding to the bony
margins of the anterior nasal aperture.6 When a more  pre-
cise analysis of the borders of the lesion is required, computed
tomography is the imaging modality of choice.11
The differential diagnosis includes periapical inﬂamma-
tory lesions, nasal abscess, nasopalatine duct cyst, dermoid
or epidermoid cyst, and salivary gland neoplasm. Pulp vitality
testing of the adjacent teeth is useful, as a positive result will
rule out periapical inﬂammatory lesions.1
The present report aims to describe the clinical presenta-
tion, diagnosis, and surgical treatment of nasolabial cyst by
means of an illustrative case report.
Case  report
The patient described in this work has given informed con-
sent.
A 47-year-old white woman presented to the outpatient
Oral and Maxillofacial Surgery clinic of Universidade Federal
de Pelotas (Pelotas, Brazil) for assessment of a left-sided massthe ala nasi on the left.
in the region of the ala nasi (Fig. 1). The patient was unable to
describe precisely how long the lesion had been present. The
lesion was painless and there was no history of epistaxis or
nasal discharge, although the patient reported partial obstruc-
tion of the left nasal cavity. Extraoral examination revealed
facial asymmetry with slight elevation of the ala nasi and
deformation of the left nasolabial sulcus. On palpation, the
lesion was nodular, soft, ﬂuctuant, circumscribed and did not
extend beyond the soft tissues.
Intraoral examination revealed a fully edentulous maxil-
lary arch and presence of a nodular lesion consistent with
the extraoral ﬁndings, extending anteriorly toward the alve-
ololabial groove (Fig. 2). The mass was rounded, swollen, and
clearly circumscribed. The patient had no systemic comorbidi-
ties.
Computed tomography (CT) showed a cystic lesion in the
lateral nasal region with a mean diameter of 20 mm (Fig. 3).
For the surgical approach, left-sided infraorbital andFig. 2 – Intraoral aspect showing tumescence of the left
labiogingival sulcus.
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Fig. 3 – Axial computed tomography showing a left-sided,
hypodense, well-circumscribed extraosseous lesion near
the ala nasi.
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Fig. 5 – Dissection of the capsule and excision of the cyst.
Fig. 6 – Gross aspect of the lesion (∼20 mm),  which was
submitted for histopathological examination.ersion, Quinelato, Brazil) and curettes (Lucas n.85, Quinelato,
razil) (Figs. 4 and 5) and the lesion was excised.
On gross examination, the lesion was covered by a reddish
brous capsule and was approximately 20 mm in diameter
Fig. 6).
The surgical wound was closed with simple interrupted
utures (4-0 nylon monoﬁlament Ethicon, Somerville, NJ),
hich were removed on the 7th postoperative day (Fig. 7).
Histopathological analysis revealed a cystic lesion, mostly
ined with a thin layer of stratiﬁed squamous epithelium, with
 ﬁbrous capsule and chronic inﬂammatory changes of varying
ntensity, consistent with a nasolabial cyst (Fig. 8).
The patient was prescribed paracetamol 1000 mg  for anal-
esia and had an uneventful postoperative course. There was
o evidence of systemic infection then was not prescribed
ntibiotics. She remains well at 9-month follow-up (Fig. 9).Fig. 4 – Exposure of the cyst capsule.
Fig. 7 – Wound closure.
58  r e v p o r t e s t o m a t o l m e d d e n t c iFig. 8 – Histopathologic view.
Discussion
This case illustrates the most common features found in
patients with nasolabial cysts, and corroborates the reports
4, 5. The clinical features described 9, 12 were observed in this
case, particularly the most marked signs, such as effacement
of the nasolabial sulcus and elevation of the ala nasi. Some
patients with a nasolabial cyst may be asymptomatic, but
most have at least one of the three cardinal symptoms: partial
or complete nasal obstruction, well-circumscribed swelling
(both seen in this patient) or localized pain.12,13
Except in the event of maxillary erosion, nasolabial cysts
are undetectable on plain radiography, as they only contain
soft tissue.9,10 Conversely, Seward11 described two possible
radiographic aspects: increased radiolucency adjacent to the
apical region of the incisors and deformity of the radiopaque
line corresponding to the inferior border of the piriform aper-
ture. According to Nixdorf et al.,1 occlusal views can aid the
11diagnosis by conﬁrming the signs described by Seward, an
assertion that runs counter to the opinions of authors who
claim there are no radiographic signs of the nasolabial cyst.
Fig. 9 – 9-Month follow-up. r m a x i l o f a c . 2 0 1 4;5  5(1):55–59
The differential diagnosis of nasolabial cysts may include
other lesions affecting the anterior maxillary region, such as
odontogenic cysts and periapical abscesses and granulomas.
Pulp vitality testing of the adjacent teeth is essential for proper
diagnosis, as a coincidental lesion being absent, they will be
vital in cases of nasolabial cyst. Dermoid and epidermoid cysts
should also be considered in the differential, although they are
associated with yellow discoloration of the overlying mucosa,
whereas in nasolabial cysts, the mucosa conserves its normal
pink hue or appears blue-tinged.1 Furthermore, dermoid and
epidermoid cysts are usually diagnosed in childhood, while
nasolabial cysts are more  common in adult patients.14
CT scans usually reveal a homogeneous, cystic lesion, with
no contrast uptake, anterior to the piriform aperture. Larger
lesions may be associated with bone remodeling of the under-
lying maxilla.15 In the case reported herein, CT was performed
due to the absence of radiographic ﬁndings and showed a well-
delimited cystic lesion in the lateral nasal region.
Most studies have reported enucleation as the treatment
of choice for nasolabial cysts.1,13 As they are entirely com-
posed of soft tissues, nasolabial cysts are unresponsive to
marsupialization.14 Alternative treatment modalities have
been suggested, including aspiration, cauterization, injection
of sclerosing agents, and incision and drainage; however,
these methods are associated with high recurrence rates.16,17
Therefore, in view of the ease of surgical resection and its cura-
tive potential, we believe alternative methods should not be
employed unless mandated by circumstance.
The aspiration of cyst content (to test for cholesterol
crystals and rule out odontogenic lesions) and injection of
radiopaque medium are unnecessary and increase the risk of
infection substantially,9 although both procedures can distend
the lesion and make it more  easily detectable on clinical exam-
ination. As nasolabial cysts are usually in close proximity with
the ﬂoor of the nasal cavity, perforation of the nasal mucosa
during surgical excision is not unusual.13 Should this compli-
cation occur, the perforation should be closed with absorbable
sutures so as to prevent development of oronasal ﬁstula.4,9
Histopathological examination reveals ciliated pseudos-
tratiﬁed columnar epithelium and, occasionally, stratiﬁed
squamous epithelium.12 In a scanning electron microscopy
study of the inner surface of nasolabial cysts, non-ciliated
columnar epithelium with basal cells and goblet cells is
found.12 In our patient, histopathology revealed a cystic lesion
with signs of chronic inﬂammation, a ﬁbrous capsule, a glossy
and smooth inner surface, and yellow-tinged seromucous
contents, conﬁrming the diagnosis of nasolabial cyst.
Conclusion
Based on the literature and the present case report, we  con-
clude that, despite the low frequency of nasolabial cysts, it
is essential that dental practitioners be able to recognize the
key features of these lesions so as to be able to distinguish
them from lesions of odontogenic origin and thus enable safe
and proper treatment planning. Such key features may be dif-
ﬁcult to detect because patients may be asymptomatic, but
most exhibit well-circumscribed swelling, localized pain, and
partial or complete nasal obstruction on the affected side.
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herefore, a diagnostic hypothesis of nasolabial cyst should
e backed up by clinical examination and imaging; computed
omography (CT) scanning may be required; and histopatho-
ogy is necessary to conﬁrm the diagnosis. After the diagnosis
f nasolabial cyst is established, the optimal treatment modal-
ty consists of complete excision of the lesion, showing good
rognosis and rare cases of recurrence.
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